Fear of falling and other fall-related psychological concerns (FRPCs), such as falls-efficacy and balance confidence, are highly prevalent among community-dwelling older adults. Anxiety and FRPCs have frequently, but inconsistently, been found to be associated in the literature. The purpose of this study is to clarify those inconsistencies with a systematic review and meta-analysis and to evaluate if the strength of this relationship varies based on the different FRPC constructs used (e.g., fear of falling, falls-efficacy or balance confidence). A systematic review was conducted through multiple databases (e.g., MEDLINE, PsycINFO) to include all articles published before June 10 th 2015 that measured anxiety and FRPCs in community-dwelling older adults. Active researchers in the field were also contacted in an effort to include unpublished studies. The systematic review led to the inclusion of twenty relevant articles (n = 4738). A random-effect meta-analysis revealed that the mean effect size for fear of falling and anxiety is r = 0.32 (95% CI: 0.22-0.40), Z = 6.49, p < 0.001 and the mean effect size for falls-efficacy or balance confidence and anxiety is r = 0.31 (95% CI: 0.23-0.40), Z = 6.72, p < 0.001. A Q-test for heterogeneity revealed that the two effect sizes are not significantly different (Q(19) = 0.13, p = n.s.). This study is the first meta-analysis on the relationship between anxiety and FRPCs among community-dwelling older adults. It demonstrates the importance of considering anxiety when treating older adults with FRPCs.
Introduction
Fear of falling and other fall-related psychological concerns (FRPCs) (e.g., falls-efficacy or balance confidence) are highly prevalent among community-dwelling older adults, with prevalence generally ranging from 21% to 85% across studies [1] . Fear of falling and falls-efficacy or balance confidence have different theoretical origins. Fear refers to a temporary state of apprehension towards an explicit threat (in this case, the threat is a fall), while self-efficacy (or fallsefficacy) refers to one's confidence in its ability to manage a threat, such as falls [2, 3] . FRPCs falls-efficacy or balance confidence) and anxiety among community-dwelling elders. The search included all articles published in English or in French before June 9 th , 2015 and was conducted in the following databases: PsycINFO, Web of Science, MEDLINE (with FullText (EBSCO) (XML)), Scopus, PubMed, and CINAHL. For PsycINFO, the full search strategy was the following: Anxiety (abstract) AND ("Fear of falling" or "Falls efficacy" or "Balance confidence" or "Ptophobia" or "Fall-related concern") (abstract). The full search criteria for all databases are presented in S1 File. The search and selection of articles, in which titles, abstracts, and full-text articles were examined for inclusion, were conducted independently by two reviewers. Disagreements were resolved through discussion and obtainment of a consensus, or by consultation of a third person (SG). Articles were included if they met the following criteria: Mean age of participants above or equal to 65 years old, participants living in the community, and if they included measures of FRPCs and anxiety. Measures of anxiety had to be general, meaning that no article reporting measures of a specific anxiety disorder, such as agoraphobia, panic disorder, post-traumatic disorder, and specific phobia was retained. This was done in order to avoid grouping different studies, which could threaten the validity of the meta-analysis [17] . However, since many non-specific anxiety symptoms questionnaires can also be used to screen for GAD (e.g., Geriatric Anxiety Inventory, Hamilton Anxiety Rating Scale, Hospital Anxiety and Depression scale, etc.), we considered these questionnaires to be suitable for inclusion. This was also done by two recent systematic reviews [12, 14] . Articles were excluded if the study was solely conducted on a population affected by specific medical characteristics (e.g., Parkinson's disease, stroke, chronic obstructive pulmonary disease, arthritis or dizziness) or if the design was a case study. Following the identification of potentially relevant titles, abstracts and full-text articles were screened. If two articles or more reported data from the same study, the article presenting more details pertaining to sample characteristics and measures of FRPCs or anxiety was selected. After having selected all relevant articles, a manual search was conducted through their reference list: The same selection criteria and procedure, including the manual reference search, were applied, until no more new articles were found. This search strategy implied that articles measuring anxiety and FRPCs were first identified even if they did not report the association between those two variables. If the article reported measures of anxiety and of FRCPs, the authors were contacted to see if they were able to provide data regarding the bivariate association (e.g., correlations, differences between means) or supplementary details required for assessing inclusion or exclusion criteria (e.g., if participants were communitydwelling). This procedure was followed in an effort to include unpublished data. Twelve authors were contacted for additional information; one more author was not contacted because the email address was not valid. Six authors were able to provide the information; the six others did not have the requested information or did not reply. In addition, six active researchers in the field of FRCPs were contacted to inquire if they had conducted any unpublished studies in which the association between FRCPs and anxiety was measured: This inquiry led to the inclusion of one new study. This last study had been published, but analyses concerning FRPCs and anxiety were not included in the article and were provided separately (by Kim Delbaere, Ph.D. and Stephen Lord, Ph.D.) for the purpose of this meta-analysis.
The database searches identified 820 articles. Seventy-four other articles were identified through manual searches and one article came from contacting active researchers of the field (as mentioned above). A total of 294 articles remained after duplicates were removed (see Fig 1) . After screening through titles (n = 294), abstracts (n = 257), full-text articles (n = 99), and contacting authors for supplementary information, 20 different studies were selected (see Fig 1) .
Data extraction
The following information was extracted from the selected studies: country where the study was conducted, number of participants, age of participants (mean, standard deviation or range), rating scale for FRPCs, rating scale for anxiety, bivariate associations between FRPCs and anxiety (e.g., correlations, difference between means). If measures were taken repeatedly (e.g., pre-test/post-test measures in the case of intervention studies), only the pre-test measures were extracted. Data was extracted independently by two authors in a pre-designed form and results were compared and verified by both authors. 
Classification of FRPCs
Classification of scales measuring FRPCs in either one the following categories: 1) fear of falling and 2) falls-efficacy or balance confidence, was based on a review by Jorstad, Hauer, Becker and Lamb [18] . Effects sizes were later calculated for each of the two categories.
The first category encompasses scales measuring fear of falling and comprises the following: Mobility Efficacy Scale (MES) [19] , adapted Falls Efficacy Scale (aFES) [19] , Survey of Activities and Fear of Falling in the Elderly [SAFFE (or SAFE)] [20] , and University of Illinois at Chicago Fear of Falling Measure (UIC FFM) [21] . The Falls Efficacy Scale-International (FES-I) [22] , was also added to this category, since it was published after Jorstad et al.'s review [18] ; this scale measures concerns about falls (although its name suggests that it measures falls-efficacy). In addition to these scales, this category also includes single-item measures, such as "Are you afraid of falling?", "Are you concerned about falls?", as proposed by Jorstad et al. [18] .
The second category encompasses scales measuring self-efficacy or balance confidence or confidence at avoiding falls. Those scales were grouped based on Jorstad et al.'s findings [18] and a psychometric study by Hotchkiss et al. [23] . This category includes the Falls Efficacy Scale (FES) [24] , the Falls Efficacy Scale revised (rFES) [25] , the modified FES (mFES) [26] , the FES United Kingdom (FES-UK) [27] , the Activities-specific Balance Confidence (ABC) [28] , the ABC United Kingdom (ABC-UK) [27] and the Confidence in maintaining balance scale (ConFBal) [29] .
Quality assessment
Quality of the selected studies was independently assessed by two reviewers. The criteria used were inspired and adapted from Loney, Chambers, Benett, Roberts and Stratford and Sanderson, Tatt and Higgins's criteria for evaluation of observational studies [30, 31] . The following 10 criteria were selected by the two reviewers: (1) Are the recruitment sources described? (2) Are the criteria for exclusion or inclusion well defined? (3) Are required sample size calculations presented? (4) Is the evaluation procedure clearly described? (5) Has the scale used to measure FRPCs been validated for the population under study? (6) Has the scale used to measure anxiety been validated for the population under study? (7) Are the FRPCs classified appropriately (i.e., Are fear of falling/falls-efficacy or balance confidence measurement scales identified as such?) (8) Are the statistical analysis for evaluation of the association between FRPCs and anxiety described? (9) Does the results section present a minimum of descriptive information about the participants, such as age (mean, range or standard deviation) and gender?, and (10) Are the study's limitations presented? One point was awarded for each criteria. Studies meeting at least 5 of the 10 criteria were judged as being of sufficient methodological quality to be included in the meta-analysis.
Statistical analysis
For each selected study, correlation coefficients between FRPCs and anxiety were extracted. If the data was presented in the form of mean differences, Cohen's d was calculated and converted into Pearson correlation, following Borenstein et al. 's method [15] .
A random-effect model was used to compute effect sizes for 1) the association between fear of falling and anxiety and 2) the association between falls-efficacy (and balance confidence) and anxiety. Effect sizes were calculated with Fisher's Z transformation and its variance, following Borenstein et al.'s recommendations [15] . Fisher's Z transformation applies no corrections to effect sizes, but its variance calculations provide an adjustment for sampling error [15] . Borenstein et al. [15] favor this method over Schmidt's, which applies corrections at the studylevel for potential methodological errors [32] . These corrections were not necessary for our objective, which is to report the data as it can be found in the literature [33] . In-between study variance was calculated with the method of moments, as proposed by Borenstein et al. [15] . Results were transformed back into correlation coefficients for interpretation.
For each of the two effect sizes, heterogeneity was assessed with the Q statistic and the I 2 statistic, which assesses heterogeneity without accounting for the number of studies. The possibility of a publication bias was assessed via a funnel plot of each study's standard error and correlation for each of the two effect sizes and Rosenthal's fail-safe n [34] . This last method is controversial because its calculations involve estimating the effect sizes of unpublished studies [15, 35] . In other words, the Rosenthal's fail-safe n measures how many studies with an effect size of "X" would be required for the p-value to be non-significant. Although the choice of this estimated effect size is arbitrary, it provides a way of quantifying the likelihood of a potential publication bias. In order to be conservative, we chose an effect size of zero for our calculations. A Q-test for heterogeneity was conducted to verify if the two summary effects [1] Mean effect size of relationship between anxiety and fear of falling; 2) Mean effect size of relationship between anxiety and falls-efficacy or balance confidence] were significantly heterogeneous [15] . Statistical analyses were performed with Statistical Package for Social Sciences (SPSS) and Lipsey and Wilson's macro [36] .
Results

Characteristics of selected studies
The 20 selected studies include 4738 community-dwelling participants and were published between 1990 and 2015. The average age of participants is 77.12 years. Five studies were conducted in Europe [37] [38] [39] [40] [41] , seven in the USA [24, [42] [43] [44] [45] [46] [47] , three in Canada [48] [49] [50] , two in Australia [5, 51] , one in Hong Kong [52] and two in Israel [53, 54] . Ten studies measure fear of falling and ten studies measure falls-efficacy or balance confidence (see Table 1 ). Quality of studies. Nineteen out of the twenty studies were assessed for quality. Anstey, Wood, Kerr, Caldwell and Lord's study [51] was not assessed for quality because it was provided by Stephen Lord and Kim Delbaere as a complement to a set of unpublished analysis. This study was assessed only in regards to the psychometric validity of the scales used to measure anxiety and FRPCs.
The nineteen studies assessed have an average quality score of 7.58 out of 10. All studies report recruitment sources, inclusion and exclusion criteria, a description of statistical analysis of the association between anxiety and FRPCs and descriptive information about the participants. However, only two studies [i.e., [5, 46] ] report sample size calculations. The majority of studies describe the evaluation procedure in sufficient details, except for [53] , [54] and [41] . Five out of nineteen studies report measuring fear of falling, but measure falls efficacy or balance confidence or vice-versa [i.e., [24, 45, 49, 52, 53] ]. Most studies report their limitations, except for [45] , [49] and [54] .
Among the ten studies measuring fear of falling, only five use scales that demonstrated good reliability and validity [i.e., FES-I [22, 55] , Short FES-I [55, 56] and SAFE [20] ], while other studies use scales with insufficient psychometric information (see S1 Table) . Among the ten studies measuring falls-efficacy or balance confidence, nine studies use scales that demonstrated good reliability and validity [i.e., FES [18, 24] , MFES [18, 26] , ABC [18, 28] and CONFbal [18, 29] ], while other studies use scales with insufficient psychometric information (see S2  Table) .
Among the twenty studies, a total of ten different scales are used to measure anxiety (see S3  Table) . Among these scales, only four present an adequate amount of psychometric information for their use with older adults [i.e., Geriatric Anxiety Inventory [57, 58] , State-Trait 
Statistical analysis
The summary effect (i.e., mean correlation with anxiety) with the random model is 0.32 (95% CI: 0.22-0.40), Z = 6.49, p < 0.001 for fear of falling and 0.31 (95% CI: 0.23-0.40), Z = 6.72, p < 0.001 for falls-efficacy or balance confidence, meaning that effect sizes are both medium, according to the conventions proposed by Cohen [73] . Anxiety explains 9.77% of fear of falling variance and 9.86% of falls-efficacy or balance confidence variance. However, correlations vary greatly across studies and heterogeneity is high for fear of falling studies according to Cochrane interpretation standards [35] , with Q(9) = 53.60, p < 0.01 and I 2 = 83.21%. Heterogeneity is moderate for falls-efficacy or balance confidence studies, with Q(9) = 22.81, p < 0.01 and I 2 = 60.64% [35] . For fear of falling, correlations with anxiety range from 0.00 to 0.68 across studies and they range from 0.14 to 0.52 across falls-efficacy or balance confidence studies (see Figs 2 and 3 ). Among fear of falling studies, heterogeneity is highly influenced by the inclusion of Greenberg's study [46] , in which all participants benefit from a nursing home level of care (and were nursing home eligible) because they suffer multiple chronic conditions, such as dementia or multiple sclerosis, but live in the community through the help of a specialized program. Since they live in the community, participants are technically eligible for inclusion in the meta-analysis, but since they have the characteristics of nursing home residents, they differ from the other participants. In cases where the results of a meta-analysis could be influenced by the arbitrary interpretation of predetermined inclusion criteria, The Cochrane Collaboration recommends undertaking a sensitivity analysis, which implies recomputing and interpreting the results with and without the studies for which the application of the inclusion criteria is not clear-cut [74] . A Q-test for heterogeneity was conducted twice, once including Greenberg's study [46] and once excluding it. Both results are not significant [Q(19) = 0.13, p = n.s. when including Greenberg's study [46] and Q(18) = 0.94, p = n.s when excluding it], meaning that the two constructs do not appear to hold significantly different relationships with anxiety.
Analysis of publication bias
Funnel plots (see Figs 4 and 5) do not indicate the presence of a publication bias for fear of falling studies, nor for falls-efficacy or balance confidence studies. Rosenthal's fail-safe n is 99.64 for the ten fear of falling studies and 107.55 for the ten falls-efficacy or balance confidences studies, well above their critical n of 60, thus indicating minimal risk of publication bias [34] .
Discussion
The present study is the first to provide a quantitative summary of the relationship between anxiety and FRCPs among the community-dwelling older adults. It demonstrates that anxiety is moderately and significantly associated with FRPCs in community-dwelling older adults and that the strength of this relationship does not vary depending on the use of 1) fear of falling and 2) falls-efficacy or balance confidence. This last finding is contrary to the conclusions of Denkinger et al.'s systematic review [12] . However, Denkinger et al.'s conclusions are based on three studies [12] , while the results of the present analysis are based on twenty studies. The lack of significance of the Q-test for heterogeneity should not be interpreted as a lack of difference between the constructs: It only means that fear of falling and falls-efficacy hold similar Fall-Related Psychological Concerns and Anxiety: Systematic Review and Meta-Analysis relationships with anxiety among the 20 studies analyzed by the present meta-analysis. In order to derive such conclusions with other variables, such as falls, depression or activity restriction, further studies should be conducted. Providing evidence about whether fear of falling and falls-efficacy are different constructs is beyond the scope of the present meta-analysis and our conclusions should not be used to support the interchangeability of the terms or the measurement tools. Indeed, as reported by a psychometric study, the SAFE, which measures fear of falling, is moderately correlated with two falls-efficacy measures, the FES (r = 0.67) and Fall-Related Psychological Concerns and Anxiety: Systematic Review and Meta-Analysis the ABC scale (r = 0.66) [23] . However, the same study reports that the correlation between the two falls-efficacy measures is high (r = 0.86). This psychometric study and several reviews argue that falls-efficacy and fear of falling are related but distinct constructs and should be identified as such [4, 14, 18, 75] .
Potential moderators related to methods and procedures of the included studies
The results of this meta-analysis indicate the presence of significant heterogeneity between the studies, even if the summary effect sizes are grouped by construct measured. Differences between studies may be partly due to differences in the methods and procedures employed by each study [36] . For example, some of the studies included in this meta-analysis used FRPC and anxiety measures with insufficient psychometric information. Even though there are many psychometrically sound scales for measuring FRPCs, single-item scales are still widely used in the literature. Although these measures are straightforward, quick and simple to use, concerns have been raised as to their long-term reliability [47] . In this meta-analysis, four of the 20 included studies used single-item scales. All of the studies using single-item scales measured fear of falling. In order to verify the impact of single-item measures on the results, a Q-test for heterogeneity was conducted between: 1) the four studies using single-item fear of falling scales and 2) the six other studies using multi-item scales for measuring fear of falling. The results were not significant [Q(9) = 0.99, p = n.s.], suggesting that the use of single-items scales or multi-items scales did not affect the relationship between fear of falling and anxiety.
Another possible moderator related to methods and procedures is the use of anxiety scales that were originally created for middle-aged adults and still lack psychometric information before their use can be recommended with older adults. Evaluating anxiety in older adults presents many challenges, such as the greater presence of various physical symptoms due to physical diseases, but also the greater use of physical complaints to express psychological concerns [57, 58, 67, 76] . Therefore, it becomes harder to assess if some symptoms, such as insomnia or an upset stomach, are due to anxiety or medical conditions. It is of great relevance to question and verify the suitability of the scales for this particular population. In this meta-analysis, only two anxiety measures (Geriatric Anxiety Inventory and Short Anxiety Screening Test) were specifically designed for older adults [57] . Due to the limited number of included studies using these measures (n = 2), no moderation analysis could be conducted.
Potential substantive moderators
Substantive moderators may also explain sources of heterogeneity among the included studies [36] . For example, FRPCs may be transient, especially in countries where rigorous winter conditions may impact the safety of outdoor walking surfaces. A prospective cohort study conducted in New York, USA, reported that 40% of incident fear of falling was temporary, which they defined as admitting fear of falling only once during a two-year period, during which participants were questioned every 2-3 months [77] . Weather conditions were not mentioned by the authors as a source of potential variance, but they cannot be ruled out.
Moreover, anxiety symptoms and anxiety disorders are heterogeneous, and different anxiety disorders have been known to relate differently with one another and with other conditions, such as depression [78] . They may also hold a different relationship with FRPCs. For example, FRPCs may hold a stronger relationship with GAD or a specific phobia of falls than with a panic disorder, even though both disorders come with anxiety symptoms. It would be interesting to study how FRPCs relate to specific anxiety disorders, such as GAD or specific phobia related to falls. Furthermore, the common feature of anxiety disorders is the excessiveness of the fear or anxiety [7] . In order to determine if FRPCs are a potential manifestation of anxiety, the individual's fall risk must be considered. This moderator could not be considered in the present metaanalysis, because it was generally not measured in the included studies. It is nonetheless interesting to note that Greenberg's study [46] showed the strongest correlation between FRPCs and anxiety (r = 0.68), despite the fact that the participants had multiple chronic medical conditions, which rendered their FRPCs less likely to be excessive. Although Greenberg's participants had many characteristics of elders living in institutions, a strong correlation was also observed in Gagnon's study (r = 0.52), in which participants' FRPCs were also less likely to be excessive, since they had all fallen in the past twelve months. Falls and limitations in activities of daily life (ADL) are strongly associated with FRPCs, as reported by a meta-analysis grouping more than 22,000 older adults [79] . A poor health status, such as frailty, a clinical syndrome characterized by a specific combination of poor health conditions (e.g., involuntary weight loss, low physical activity, or self-reported exhaustion) [80] , has been associated with falls and anxiety [80] [81] [82] . Although the order of appearance of anxiety or FRPCs remains unclear [81] , it would be interesting to study the relationships between FRPCs, fall risk, frailty and anxiety through further studies, in order to better understand if and how these variables are related with each other.
Strengths and limitations
This is the first study to provide a quantitative summary of the association between FRCPs and anxiety among community-dwelling elderly. Efforts were made to include unpublished data and limit potential publication biases. Even though some potentially relevant studies could not be included, due, for example, to the impossibility to contact authors or language limitations, the possibility of a publication bias was categorized as "low" upon analysis of funnel plots and Rosenthal's fail-safe n. Another limitation of the present study is that it could not account for some of the previously mentioned moderators, because the information was not available in the included studies. Future studies should examine, as Delbaere et al. [5] , the relationship between anxiety and FRPCs while considering the participant's actual risk of falls.
Choosing among FRPC scales
There is no consensus regarding whether it is better to measure fear of falling or falls-efficacy. It remains nonetheless important to clearly identify which of these two constructs is being measured [4, 14, 18, 75] . Moreover, within the two categories of constructs, some scales have demonstrated stronger psychometric properties than others. Among the scales measuring fear of falling, the FES-I, the Short FES-I and the SAFE have all demonstrated good psychometric properties for community-dwelling older adults (see S1 Table) . All three scales measure concern or worry about falling during basic and more demanding activities, which are both important to assess among autonomous older adults [20, 22, 56] . Because there is currently more information about the reliability of the FES-I and the Short FES-I [55] , these scales should be preferred over the SAFE. In addition, the FES-I and the Short FES-I have validated cut-off points for distinguishing between low, moderate and high levels of concern [55] .
Among the scales measuring falls-efficacy or balance confidence, the FES, MFES, ABC and CONFbal have all demonstrated good psychometric properties for community-dwelling older adults (see S2 Table) . The FES and the ABC have been the most widely used and extensively validated [18] . Since the FES measures confidence during basic activities only (e.g., take a bath or shower; get in and out of bed) and the ABC scale measures confidence during both basic activities and more demanding ones (e.g., walking in a crowded mall), the ABC scale can be more useful to evaluate falls-efficacy among autonomous older adults living in the community [28] .
Conclusion
This study demonstrates the relevance of studying anxiety in the context of FRPCs. Future studies should focus on analysing the relationship between anxiety and FRPCs when considering fall risk and on differentiating those with excessive concerns from those with realistic concerns. As suggested by Murphy, Williams and Gill [47] , it is possible that for some older adults, FRPCs are a manifestation of a more generalized anxiety problem such as GAD, and represent one of the individual's worry themes. Future studies should assess the relationship between GAD and FRPCs. In addition, the prevalence of specific phobia related to falls among individuals with FRPCs is unknown and merits some attention. Finally, future studies and clinicians should also make sure that the scales used to measure FRPCs and anxiety have demonstrated their reliability and validity with older adults. 
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